Duodenostomy in Gastric Surgery by D W Bracey chM FRCS (Peterborough District Hospital, Peterborough)
Intubation of the second part of the duodenum provides a safe means of keeping the stomach and duodenum empty in the immediate post-operative phase of gastric and duodenal surgery. This form of gravity drainage avoids the need for nasogastric suction and is free from complication.
The technique used in 150 cases of vagotomy, partial and total gastrectomy, since 1964 is as follows:
A Geary-Grant right-angled cholecystectomy forceps (Fig 1) is inserted via the pyloroplasty, or the duodenal stump prior to closure. The closed jaws of the forceps penetrate the lateral wall of Before the catheter is guided into the stomach (in pyloroplasty) or into the stomach remnant (in gastrectomy) or the aesophagus (in total gastrectomy) extra holes are cut in the wall of the catheter to ensure adequate drainage along the route (Figs 2 and 3) .
Kocherization of the duodenum helps the procedure and a purse-string suture of catgut at the point of exit on the duodenal wall ensures that the catheter is not inadvertently pulled out during operation. The catheter is further secured at skin level.
Electrolytic loss in the duodenostomy drainage has been biochemically insignificant and clinically of no apparent consequence.
As soon as the patient is fully conscious he is encouraged to drink freely. The catheter is removed as soon as there has been a bowel action. Only once in 150 cases has a fistula persisted for more than 24 hours. This method is considered safe and avoids the cesophagitis and pulmonary aspiration which can occur with nasogastric intubation. Patients and nursing staff appreciate the advantages of free fluids and no suction. This study was undertaken in an attempt to answer four questions regarding the size of the pyloroduodenal canal:
(1) External examination: How accurate are methods for estimating the size of the canal by external examination at laparotomy, and how may they be improved?
(2) Internal examination: What size of pyloroduodenal canal can be expected, and what is the normal range?
(3) Size related to disease: Is there a relationship between the size of the pyloroduodenal canal and gastroduodenal disease? Duodenal ulcer is known to cause stenosis of the canal. Gastric ulcers may occur in patients who have chronic duodenal ulcers. The relation between stenosis and gastric ulcers is the subject of debate. (4) Surgical importance: Have the results any practical value for surgical treatment of patients with peptic ulcer disease?
Method
The pyloroduodenal canal was examined at laparotomy in 228 patients. In 123 patients operation was performed for duodenal or pyloric ulcer requiring pyloroplasty, gastroenterostomy or mucosal antrectomy (Kirk 1965); 10 of these patients also had gastric ulcers or ulcer scars. In 35 patients gastric mucosal resection (Kirk 1966) or Billroth I gastrectomy was performed for gastric ulceration in the absence of detectable duodenal ulceration. In 36 patients an operation was carried out for biliary tract disease, hiatus hernia, carcinoma confined to the proximal stomach, or other disease. It was possible to examine the canal through a gastrotomy or duodenotomy performed during the course of the operation, to measure its diameter and exclude pyloroduodenal ulceration. Gastroduodenotomy to exclude peptic ulcer formed part of the abdominal exploration in 34 patients with dyspepsia, in whom no definite cause could be found to account for their symptoms.
(1) External examination: The antrum, pylorus, and duodenal bulb were palpated to determine the thickness and elasticity of the walls, and to locate ulcers and scars (Kirk 1968) . The adequacy of the lumen was estimated in the usual manner by apposing the index fingers and thumbs of both hands through the pyloric ring.
Gentle attempts were made to invaginate the anterior wall of the gastric antrum through the pyloric ring with a finger tip (Fig 1) after the manner of Jaboulay (see Robson 1900), followed by invagination of the duodenal bulbar wall through the pyloric ring in a retrograde fashion.
(2) Internal examination: When gastrectomy, gastric mucosal resection, pyloroplasty, or gastroenterostomy were to be performed, the stomach was first opened through a small anterior gastrotomy as first used by Loreta (1882) for pylorodiosis. Other gastric incisions were used, and also duodenotomy which allowed retrograde examination of the pyloroduodenal canal.
The right index finger was inserted into the stomach or duodenum to assess the lumen of the canal, without stretching it. The finger was previously found to fit a ring of 10 mm internal diameter where the nail projected free from the nail bed; it fitted snugly into a ring of 15 mm internal diameter at the distal interphalangeal joint; it fitted a ring of 20 mm internal diameter at the proximal interphalangeal joint. The size of the narrowest part and its relationship to the pylorus were measured. Hegar's dilators were passed to confirm the findings. Finally, the elasticity was assessed by gentle dilatation to note the maximum diameter of the canal that could be achieved without forceful stretching. 
